Tuberculosis of the thyroid gland is rare. A case of tuberculosis of the thyroid gland associated with thyrotoxicosis is reported.
A 38 year old woman presented with weakness, heat intolerance and progressive loss of weight despite increased appetite for one and a half years. She also complained of insomnia, episodic diarrhoea, exertional dyspnoea and oligomenorrhoea of the same duration.
She was thinly built young female with a pulse rate of 100 beats/min and blood pressure of 170/90 mm Hg. She had fine tremors of the fingers, brisk knee and ankle jerks and hypopigmented patches over both legs.
Proptosis, lid lag and lid retraction were present. The thyroid gland was diffusely enlarged and soft in consistency, with a bruit and thrill. There was no cervical lymphadenopathy.
Haemoglobin was 11.2 g/dl, total leucocyte count caseation necrosis were also seen in the interfollicular stromal tissue (Figure 1 ) Histological diagnosis of diffuse hyperplasia of the thyroid gland with coexisting tuberculosis was made.
Sputum, urine and gastric aspirate were repeatedly examined for acid fast bacilli -both on smear and culture -they were all negative. Skin test for tuberculosis (Mantoux) was positive.
The patient was put on anti-tuberculosis treatment and is doing well 9 months after the operation.
CLINICAL REPORTS Laohapand et al. (1981) and Kukreja & Sharma, (1982) have since reported single cases. Overall incidence of the disease 50 years ago was 0.1% to 0.4% of all thyroidectomy specimens (Coller & Huggins 1926; Rankin & Graham, 1932) . Diagnosis of tuberculosis of the thyroid gland is rarely made clinically, a majority of the reported cases being diagnosed either postoperatively or at autopsy. The diagnosis is based on the presence of epithelial cell granulomas with peripheral lymphocytic cuffing, Langhans giant cells and central caseation necrosis. Granulomatous inflammation is also seen in de Quervains thyroiditis which is characterized by scattered disorganized follicles lined by necrotic epithelium, infiltration with neutrophils and macrophages and multinucleate foreign body giant cells (Symmers & Wright, 1978) . The presence of acid fast bacilli is confirmatory evidence oftuberculosis but it is not always possible to find them. Tuberculosis of the thyroid gland may manifest as a nodule (Jaffe, 1930) , thyroiditis (Laohapand et al., 1981) , abscess (Johnson et al., 1973) and carcinoma (Crompton & Cameron, 1969) . Bacterial infections of the thyroid gland with abscess formation usually abolish uptake of isotopes by the gland (Himsworth & Kark, 1977) . The diffuse uptake of I'3' on scanning in the case reported here suggests a low grade infection without the formation of an abscess.
Clinical thyrotoxicosis in association with tuberculosis ofthe thyroid gland is rare (Mosiman, 1917) . In the case reported here the patient had clinical features of thyrotoxicosis, and tuberculosis was incidentally discovered on histological examination of the thyroidectomy specimen. Their cause and effect relationship however could not be ascertained, and the thyrotoxicosis was presumed to be of auto-immune origin (Graves' disease). 
